L)

Randolph L. Gordon, M.D., M.P.H., Commissioner
Grayson B. Miller, Jr., M.D., Epidemiologist

Y EPIDEMIOLOGY
SNAIBULLETIN

Editor: Elizabeth Eustis Turf, Ph.D.
Layout Editor: Vickie L. O’Dell

VIRGINIA

November 1995

Volume 95, Number 11

Recommendations for Preventing the Spread of
Vancomycin Resistance

Recommendations of the Hospital Infection Control Practices Advisory Committee (HICPAC)

The following article is adapted from the
MMWR Recommendations and Reports
published September 22, 1995.

Summary

Since 1989, a rapid increase in the inci-
dence of infection and colonization with
vancomycin-resistant enterococci (VRE)
has been reported by U.S. hospitals. This
increase poses important problems, in-
cluding the lack of available antimicrobial
therapy for VRE infections, because most
VRE are also resistant to drugs previously
used to treat such infections (e.g., amino-
glycosides and ampicillin), and the possi-
bility that the vancomycin-resistant genes
present in VRE can be transferred to other
gram-positive microorganisms (e.g.,
Staphylococcus aureus).

This report presents recommendations
of the Hospital Infection Control Practices
Advisory Committee for preventing and
controlling the spread of vancomycin re-
sistance, with a special focus on VRE. Pre-
venting and controlling the spread of van-
comycin resistance will require coordi-
nated, concerted efforts from all involved
hospital departments and can be achieved
only if each of the following elements is
addressed: a) prudent vancomycin use by
clinicians, b) education of hospital staff
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regarding the problem of vancomycin
resistance, c) early detection and
prompt reporting of vancomycin resis-
tance in enterococci and other gram-
positive microorganisms by the hospi-
tal microbiology laboratory, and d) im-
mediate implementation of appropriate
infection-control measures to prevent
person-to-person transmission of VRE.

INTRODUCTION

From 1989 through 1993, the per-
centage of nosocomial enterococcal infec-
tions reported to CDC’s National Noso-
comial Infections Surveillance (NNIS)
system that were caused by vancomycin-
resistant enterococci (VRE) increased
from 0.3% to 7.9%. This overall increase
primarily reflected the 34-fold increase in
the percentage of VRE infections in pa-
tients in intensive-care units (ICUs) (i.e.,
from 0.4% to 13.6%), although a trend
toward an increased percentage of VRE
infections in non-ICU patients also was
noted. The occurrence of VRE in NNIS
hospitals was associated with larger hospi-
tal size (i.e., a hospital with greater than or
equal to 200 beds) and university affili-
ation. Other hospitals also have reported
increased endemic rates and clusters of
VRE infection and colonization. The actual
increase in the incidence of VRE in U.S.
hospitals might be greater than reported
because the fully automated methods used
in many clinical laboratories cannot con-
sistently detect vancomycin resistance, es-
pecially moderate vancomycin resistance
(as manifested in the VanB phenotype).

Vancomycin resistance in enterococci
has coincided with the increasing inci-
dence of high-level enterococcal resistance
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to penicillin and aminoglycosides, thus
presenting a challenge for physicians who
treat patients who have infections caused
by these microorganisms. Treatment op-
tions are often limited to combining an-
timicrobials or experimental compounds
that have unproven efficacy.

The epidemiology of VRE has not been
clarified; however, certain patient popula-
tions are at increased risk for VRE infec-
tion or colonization. These populations in-
clude critically ill patients or those with
severe underlying disease or immunosup-
pression (e.g., patients in ICUs or in oncol-
ogy or transplant wards); persons who have
had an intra-abdominal or cardio-thoracic
surgical procedure or an indwelling urinary
or central venous catheter; and persons
who have had a prolonged hospital stay or
received multi-antimicrobial and/or van-
comycin therapy. Because enterococci are
part of the normal flora of the gastrointes-
tinal and female genital tracts, most infec-
tions with these microorganisms have been
attributed to the patient’s endogenous
flora. However, recent studies have indi-
cated that VRE and other enterococci can
be transmitted’ directly by patient-to-pa-
tient contact or indirectly by transient car-
riage on the hands of personnel or by con-



taminated environmental surfaces and pa-
tient-care equipment.

The potential emergence of vancomy-
cin resistance in clinical isolates of Staphy-
lococcus aureus and Staphylococcus
epidermidis also is a public health concern.
The vanA gene, which is frequently plas-
mid-borne and confers high-level resis-
tance to vancomycin, can be transferred in
vitro from enterococci to a variety of gram-
positive microorganisms, including S.
aureus. Although vancomycin resistance
in clinical strains of S. epidermidis or S.
aureus has not been reported, vancomycin-
resistant strains of Staphylococcus
haemolyticus have been isolated.

In November 1993 and February 1994,
the Subcommittee on the Prevention and
Control of Antimicrobial-Resistant Micro-
organisms in Hospitals of CDC’s Hospital
Infection Control Practices Advisory Com-
mittee (HICPAC) responded to the in-
crease in vancomycin resistance in entero-
cocci by meeting with representatives from
the American Hospital Association, the
American Society for Microbiology, the
Association for Professionals in Infection
Control and Epidemiology, the Infectious
Diseases Society of America, the Society
for Healthcare Epidemiology of America,
and the Surgical Infection Society. Meet-
ing participants agreed with the need for
prompt implementation of control meas-
ures; thus, recommendations to prevent the
spread of VRE were developed. Public
comments were solicited and incorporated
into the draft recommendations. In Novem-
ber 1994, HICPAC ratified the following
recommendations for preventing and con-
trolling the spread of vancomycin resis-
tance, with special focus on VRE.

HICPAC recognizes that data are lim-
ited and additional research will be re-
quired to clarify the epidemiology of VRE
and determine cost-effective control strate-
gies, and many U.S. hospitals have concur-
rent problems with other antimicrobial-re-
sistant organisms (e.g., methicillin-resis-
tant S. aureus {MRSA} and beta-lactam
and aminoglycoside-resistant gram-nega-
tive bacilli) that might have different
epidemiologic features and require differ-
ent control measures.

RECOMMENDATIONS

Each hospital -- through collaboration
of its quality-improvement and infection-
control programs; pharmacy and therapeu-
tics committee; microbiology laboratory;
clinical departments; and nursing, admin-
istrative, and housekeeping services --
should develop a comprehensive, institu-
tion-specific, strategic plan to detect, pre-

vent, and control infection and coloniza-
tion with VRE. The following elements
should be addressed in the plan.

Prudent Vancomycin Use

Vancomycin use has been reported con-

sistently as a risk factor for infection and
colonization with VRE and may increase
the possibility of the emergence of van-
comycin-resistant S. aureus (VRSA)
and/or vancomycin-resistant S. epider-
midis (VRSE). Therefore, all hospitals and
other health-care delivery services, even
those at which VRE have never been de-
tected, should:
a) develop a comprehensive, antimicro-
bial-utilization plan to provide education
for their medical staff (including medical
students who rotate their training in differ-
ent departments of the health-care facility),
b) oversee surgical prophylaxis, and

c) develop guidelines for the proper use of
vancomycin (as applicable to the institu-
tion). (See shaded Box.)
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Education Programs

Continuing education programs for hos-
pital staff (including attending and consult-
ing physicians, medical residents, and stu-
dents, pharmacy, nursing, and laboratory
personnel; and other direct patient-care
providers) should include information con-
ceming the epidemiology of VRE and the
potential impact of this pathogen on the
cost and outcome of patient care. Because
detection and containment of VRE require
an aggressive approach and high perform-
ance standards for hospital personnel, spe-
cial awareness and educational sessions
might be indicated.

Although several techniques may be
useful, further study is required to deter-
mine the most effective methods for influ-
encing the prescribing practices of physi-
cians. Key parameters of vancomycin use
can be monitored through the hospital’s
quality assurance/improvement process or
as part of the drug-utilization review of the
pharmacy and therapeutics committee and
the medical staff.

Preventing and Controlling
Nosocomial Transmission of
VRE

Eradicating VRE from hospitals is most
likely to succeed when VRE infection or
colonization is confined to a few patients
on a single ward. After VRE have become
endemic on a ward or have spread to mul-
tiple wards or to the community, eradica-
tion becomes difficult and costly. Aggres-
sive infection-control measures and strict
compliance by hospital personnel are re-
quired to limit nosocomial spread of VRE.

Control of VRE requires a collabora-
tive, institution-wide, multidisciplinary ef-
fort. Therefore, the hospital’s quality-as-
surance/improvement department should
be involved at the outset to identify specific
problems in hospital operations and pa-
tient-care systems and to design, imple-
ment, and evaluate appropriate changes in
these systems.

. :
EEMMMM“M ion in All Hospital

The following measures should be im-
plemented by all hospitals, including those
in which VRE have been isolated infre-
quently or not at all, to prevent and control
transmission of VRE.

e Notify appropriate hospital staff
promptly when VRE are detected (see
When VRE Are Isolated From a Clini-
cal Specimen, page 3).

e Inform clinical staff of the hospital’s
policies regarding VRE-infected or
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colonized patients. Because the slight-
est delay can lead to further spread of
VRE and complicate control efforts,
implement the required procedures as
soonas VRE are detected. Clinical staff
are essential to limiting the spread of
VRE in patient-care areas; thus, con-
tinuing education regarding the appro-
priate response to the detection of VRE
is critical (see Education Programs).
Establish system(s) for monitoring ap-
propriate process and outcome meas-
ures (e.g., cumulative incidence or in-
cidence density of VRE colonization,
rate of compliance with VRE isolation
precautions and handwashing, interval
between VRE identification in the
laboratory and implementation of iso-
lation precautions on the wards, and the
percentage of previously colonized pa-
tients admitted to the ward who are
identified promptly and placed on iso-
lation precautions). Relay these data to
the clinical, administrative, laboratory,
and support staff to reinforce ongoing
education and control efforts.

Initiate the following isolation precau-

tions to prevent patient-to-patient

transmission of VRE:

» Place VRE-infected or colonized
patients in private rooms or in the
same room as other patients who
have VRE.

» Wear gloves (clean, nonsterile
gloves are adequate) when entering
the room of a VRE-infected or colo-
nized patient because VRE can ex-
tensively contaminate such an envi-
ronment. When caring for a patient,
a change of gloves might be neces-
sary after contact with material that
could contain high concentrations of
VRE (e.g., stool).

» Wear a gown (a clean, nonsterile
gown is adequate) when entering the
room of a VRE-infected or colo-
nized patient: a) if substantial con-
tact with the patient or with environ-

mental surfaces in the patient’s
room is anticipated, b) if the patient
is incontinent, or c) if the patient has
had an ileostomy or colostomy, has
diarrhea, or has a wound drainage
not contained by a dressing.

» Remove gloves and gown before
leaving the patient’s room and im-
mediately wash hands with an anti-
septic soap or a waterless antiseptic
agent. Hands can be contaminated
via glove leaks or during glove re-
moval, and bland soap does not al-
ways completely remove VRE from
the hands

» Ensure that after glove and gown
removal and handwashing, clothing
and hands do not contact environ-
mental surfaces in the patient’s
room that are potentially contami-
nated with VRE (e.g., a door knob
or curtain).

Dedicate the use of noncritical items
(e.g., a stethoscope, sphy gmomanome-
ter, or rectal thermometer) to a single
patient or cohort of patients infected or
colonized with VRE. If such devices
are to be used on other patients, ade-
quately clean and disinfect these de-
vices first.

Obtain a stool culture or rectal swab

from roommates of patients newly

found to be infected or colonized with

VRE to determine their colonization

status, and apply isolation precautions

as necessary. Perform additional
screening of patients on the ward at the
discretion of the infection-control staff.

Adopt a policy for deciding when pa-

tients infected or colonized with VRE

can be removed from isolation precau-
tions. The optimal requirements remain
unknown; however, because VRE
colonization can persist indefinitely,
stringent criteria might be appropriate,
such as VRE-negative results onat least
three consecutive occasions (=1 week
apart) for all cultures from multiple

5@2 As of November 17, no laboratory-confirmed

cases of influenza have been identified in
Virginia and reports of flu-like illness remain at
background levels. Sporadic influenza activity has
been reported in 16 states across the country, including
our neighbors West Virginia and Kentucky. Laboratory

0 specimens confirmed at CDC have included one influenza type

V B and 17 influenza type A isolates. Further characterization of eight

Q of the influenza type A isolates found them to be closely related to the
_influenza type A strains included in the 1995-96 vaccine.




body sites (including stool or rectal
swab, perineal area, axilla or umbilicus,
and wound, Foley catheter, and/or co-
lostomy sites, if present).

¢ Because patients with VRE can remain
colonized for long periods after dis-
charge from the hospital, establish a
system for highlighting the records of
infected or colonized patients so they
can be promptly identified and placed
on isolation precautions upon readmis-
sion to the hospital. This information
should be computerized so that place-
ment of colonized patients on isolation
precautions will not be delayed because
the patients’ medical records are un-
available.
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The following additional measures
should be taken to prevent and control
transmission of VRE in hospitals that have
endemic VRE or continued VRE transmis-
sion despite implementation of measures
described in the preceding section (see Pre-
venting and Controlling VRE Transmis-
sion in All Hospitals).

* Focus control efforts initially on ICUs
and other areas where the VRE trans-
mission rate is highest. Such areas can
serve as reservoirs for VRE, allowing
VRE to spread to other wards when
patients are well enough to be trans-
ferred.

e Where feasible, cohort the staff who
provide regular, ongoing care to pa-
tients to minimize the movement/con-
tact of health-care providers between
VRE-positive and VRE-negative pa-
tients.

® Hospital staff who are carriers of en-
terococci have been im-
plicated rarely in the
transmission of this or-
ganism. However, in
conjunction with careful
epidemiologic studies
and upon the direction
of the infection-control
staff, examine personnel
for chronic skin and nail
problems and perform
hand and rectal swab
cultures of these work-
ers. Remove from the
care of VRE-negative patients those
VRE-positive personnel linked
epidemiologically to VRE transmis-
sion until their carrier state has been
eradicated.

* Because the results of several entero-
coccal outbreak investigations suggest
a potential role for the environment in

Preliminary Guidelines for the Control of Vancomycin
Resistant Enterococci in Long-Term Care Facilities

Long-term care (LTC) facilities may be concerned about accepting a
VRE-colonized person from an acute care hospital. Office of Epidemiology
staff are currently consulting with epidemiologists and infection control ex-
perts to develop guidelines for the control of VRE in a LTC setting.

Until the new guidelines are developed, we are recommending that guide-
lines designed to control methicillin-resistant Staphylococcus aureus (MRSA)

be applied to control the spread of VRE (Epidemiology Bulletin, October

1990). Briefly, these recommendations suggest:

eThere is no reason not to admit a person colonized with VRE to a LTC
facility. In addition, colonization of a resident is not an indication for hospitali-

zation.

*An acute care facility preparing to transfer a VRE-colonized patient to a
LTC facility should contact the facility in a timely manner to permit arrange-
ments to be made for acceptance of the colonized patient.

*A VRE-colonized patient should room with another known VRE-colonized
patient or with a healthy patient. A colonized patient should not room with a
patient at high risk for infection. Patients considered to be at high risk include
immunosuppressed patients, patients with gastric feeding tubes, intravenous

catheters or wounds.

eThe LTC facility should minimize crossover of staff from colonized to

non-colonized patients.

*All isolation precautions outlined on page 3 of this Bulletin should be
strictly followed to prevent transmission of VRE to other residents.

the transmission of enterococci, institu-
tions experiencing ongoing VRE trans-
mission should verify that the hospital
has adequate procedures for the routine
care, cleaning, and disinfection of envi-
ronmental surfaces (e.g., bed rails, bed-
side commodes, carts, charts, door-
knobs, and faucet handles) and that
these procedures are being fol-
lowed by housekeeping person-
nel. To verify the efficacy of
hospital policies and proce-
dures, some hospitals might
elect to perform focused envi-
ronmental cultures before and
after cleaning rooms that house
patients who have VRE. All en-
vironmental culturing should
be approved and supervised by
the infection-control program
in collaboration with the clini-
cal laboratory.
e Consider sending repre-
sentative VRE isolates to reference
laboratories for strain typing by pulsed
field gel electrophoresis or other suit-
able techniques to aid in defining reser-
voirs and patterns of transmission.

Role of the Microbiology
Laboratory in the Detection,
Reporting, and Control of VRE

The microbiology laboratory is the first
line of defense against the spread of VRE
in the hospital. The laboratory’s ability to
promptly and accurately identify entero-
cocci and detect vancomycin resistance is
essential for recognizing VRE colonization
and infection and avoiding complex, costly
containment efforts that are required when
recognition of the problem is delayed. In
addition, cooperation and communication
between the laboratory and the infection-
control program will facilitate control ef-
forts.

entification of E, ;

Presumptively identify colonies on pri-
mary isolation plates as enterococci by us-
ing colonial morphology, a Gram stain, and
a pyrrolidonyl arylamidase (PYR) test. Al-
though identifying enterococci to the spe-
cies level can help predict certain resis-
tance patterns (e.g., Enterococcus faecium
is more resistant to penicillin than is En-
terococcus faecalis) and may help deter-
mine the epidemiologic relatedness of en-
terococcal isolates, such identification is
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not routinely necessary if antimicrobial
susceptibility testing is performed. How-
ever, under special circumstances or as
laboratory resources permit, biochemical
tests can be used to differentiate between
various enterococcal species. Although
most commercially available identification
systems adequately differentiate E. fae-
calis from other species of enterococci,
additional tests for motility and pigment
production are required to distinguish En-
terococcus gallinarum (motile and nonpig-
mented) and Enterococcus casseliflavus
(motile and pigmented) from E. faecium
(nonmotile and nonpigmented).

Tests for Antimicrobial S bilit

Determine vancomycin resistance and
high-level resistance to penicillin (or am-
picillin) and aminoglycosides for entero-
cocci isolated from blood, sterile body sites
and other sites as clinically indicated.

Laboratories that use disk diffusion
should incubate plates for 24 hours and
read zones of inhibition by using transmit-
ted light.

Minimum inhibitory concentrations can
be determined by agar dilution, agar gradi-
ent dilution, broth macrodilution, or man-
ual broth microdilution. These test systems
should be incubated for 24 hours.

The fully automated methods of testing
enterococci for resistance to vancomycin
currently are unreliable.

When VRE Are Isolated From a
Clinical Speci

Confirm vancomycin resistance by re-
peating antimicrobial susceptibility testing
using any of the recommended methods
(see Tests for Antimicrobial Susceptibil-
ity), particularly if VRE isolates are un-
usual in the hospital, OR streak 1 pL of
standard inoculum (0.5 McFarland) from
an isolated colony of enterococci onto
brain heart infusion agar containing 6
pg/mL of vancomycin, incubate the inocu-
lated plate for 24 hours at 35° C (95° F),
and consider any growth indicative of van-
comycin resistance.

Immediately, while performing confir-
matory susceptibility tests, notify the pa-
tient’s primary caregiver, patient-care per-
sonnel, and infection-control personnel re-
garding the presumptive identification of
VRE so that appropriate isolation precau-
tions can be initiated promptly (see Pre-
venting and Controlling VRE Transmis-
sion in All Hospitals). Follow this prelimi-
nary report with the (final) result of the
confirmatory test. Additionally, highlight
the report regarding the isolate to alert staff
that isolation precautions are indicated.
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VRE in Hospitals Where VRE Have Not
Been Detected

In some hospital microbiology labora-
tories, antimicrobial susceptibility testing
of enterococcal isolates from urine or non-
sterile body sites (e.g., wounds) is not per-
formed routinely; thus, identification of
nosocomial VRE colonization and infec-
tion in hospitalized patients may be de-
layed. Therefore, in hospitals where VRE
have not yet been detected, implementing
special measures can promote earlier de-
tection of VRE.

Antimicrobial susceptibility survey.
Perform periodic susceptibility testing on
an epidemiologic sample of enterococcal
isolates recovered from all types of clinical
specimens, especially from high-risk pa-
tients (e.g., those in an ICU or in an oncol-
ogy or transplant ward). The optimal fre-

quency of testing and number

of isolates to be tested

will vary among hos \J
tals, depending

on the patient

population and num-

ber of cul-
tures performed at
the hospital. Hospitals
that process large numbers of
culture specimens need to test
only a fraction
(e.g., 10%) of

enterococcal
isolates every 1-2 months, whereas hospi-
tals processing fewer specimens might
need to test all enterococcal isolates during
the survey period. The hospital epidemi-
ologist can help design a suitable sampling
strategy.

Culture survey of stools or rectal
swabs. In tertiary medical centers and
other hospitals that have many critically ill
patients (e.g., ICU, oncology, and trans-
plant patients) at high risk for VRE infec-
tion or colonization, periodic culture sur-
veys of stools or rectal swabs of such pa-
tients can detect the presence of VRE. Be-
cause most patients colonized with VRE
have intestinal colonization with this or-
ganism, fecal screening of patients is rec-
ommended even though VRE infections
have not been identified clinically.

The frequency and intensity of surveil-
lance should be based on the size of the
population at risk and the specific hospital
unit(s) involved. If VRE have been de-
tected in other health-care facilities in a
hospital’s area and/or if a hospital’s staff
decides to determine whether VRE are pre-

sent in the hospital despite the absence of
recognized clinical cases, stool or rectal-
swab culture surveys are useful. The cost
of screening can be reduced by inoculating
specimens onto selective media containing
vancomycin and restricting screening to
those patients who have been in the hospi-
tal long enough to have a substantial risk
for colonization (e.g., 5-7 days) or who
have been admitted from a facility (e.g., a
tertiary-care hospital or a chronic-care fa-
cility) where VRE have been identified.
After colonization with VRE has been
detected, all the enterococcal isolates (in-
cluding those from urine and wounds) from
patients in the hospital should be screened
routinely for vancomycin resistance, and
efforts to contain the spread of VRE should
be intensified (i.e., by strict adherence to
handwashing and compliance with isola-
tion precautions) (see Preventing and Con-
trolling VRE Transmission in All Hospi-
tals). Intensified fecal screening for VRE
might facilitate earlier identification of
colonized patients, leading to more effi-
cient containment of the microorganism.

‘Detecting and Reporting VRSA

and VRSE

The microbiology laboratory has the
primary responsibility for detecting and re-
porting the occurrence of VRSA or VRSE
in the hospital. All clinical isolates of S.
aureus and S. epidermidis should be tested
routinely, using standard methods, for sus-
ceptibility to vancomycin. If VRSA or
VRSE is identified in a clinical specimen,
confirm vancomycin resistance by repeat-
ing antimicrobial susceptibility testing us-
ing standard methods. Restreak the colony
to ensure that the culture is pure. The most
common causes of false-positive VRSA
reports are susceptibility testing on mixed
cultures and mis-identifying VRE, Leu-
conostoc, S. haemolyticus, or Pediococcus
as VRSA.

Immediately (i.e., while performing
confirmatory testing) notify the hospital’s
infection-control personnel, the patient’s
primary caregiver, and patient-care person-
nel on the ward on which the patient is
hospitalized so that the patient can be
placed promptly on isolation precautions
(depending on the site{s} of infection or
colonization) adapted from previous CDC
guidelines and those recommended for
VRE infection or colonization in this report
(see Preventing and Controlling Noso-
comial Transmission of VRE). Further-
more, immediately notify the state health
department (telephone 804/786-6261) so
that the VRSA or VRSE isolate can be sent
to CDC for confirmation of vancomycin
resistance.



Cases of Selected Notifiable Diseases, Virginia, October 1 through October 31, 1995.*

..

Disease State NW N Ssw C Last Yr 5YrAvg
AIDS 86 3 g 181 o 1070 965 8.
Campylobacteriosis 59 9 910 16 15 547 659 562
Giardiasis§ 41 2 11 16 2 10 238 268 298
Gonorrhea 899 43 59 92 276 429 9087 10930 12541
Hepatitis A 17 1 8 1 2 5 176 151 158
Hepatitis B 6 1 2 3 0 0 95 112 156
Hepatitis NANB 4 0 0 1 0 3 18 22 29
HIV Infection§ 130 3 15 7 71 34 1053 882 1049
Influenza 0 0 0.0 0 0 882 849 703
Legionellosis 3 1 Qs 00 .0 18 8 13
Lyme Disease 3 0 e | 1 1 50 121 106
Measles 0 0 0 0 0 0 0 3 28
Meningitis, Aseptic 150 15 13 10 2 114 706 252 282
Meningitis, BacteriaIT 6 0 0 2 0 4 106 68 95
Meningococcal Infections 6 1 b 1 1 2 57 59 45
Mumps 1 0 0 0 0 1 21 38 54
Pertussis 4 0 3 0 0 1 19 36 28
Rabies in Animals 54 18 4 6 11 15 373 353 276
Rocky Mountain Spotted Fever 6 1 LSRN S 30 17 18
Rubella 0 4 e 0 0 0
g 137 M) et et 30 | 37 1005 939 084
Shigellosis 47 o0 ARG | 28 284 579 363
Syphilis, Early* 54 0 0 6 11 L 985 1144 1214
46 8 33 1 2 2 255 232 332

Tuberculosis

Localities Reporting Animal Rabies: Accomack 6 raccoons; Albemarle 1 raccoon, 1 skunk; Alleghany 1 bat; Arlington 1 raccoon; Augusta 1 skunk; Bath 1 skunk; Bedford
1 skunk; Buckingham 1 skunk; Campbell 1 cat, 1 raccoon; Chesterfield 1 raccoon; Clarke 2 raccoons; Culpeper 1 raccoon; Cumberland 1 raccoon; Dinwiddie 1 raccoon;
Fairfax 2 raccoons; Frederick 1 skunk; Gloucester 2 skunks; Halifax 3 skunks; Henrico 1 fox, 1 raccoon; Loudoun 1 raccoon; Madison 1 cat; Newport News 2 skunks;
Pittsylvania 1 raccoon, 1 skunk; Prince George 1 raccoon; Richmond City 1 raccoon; Rockbridge 1 skunk; Rockingham 4 skunks; Shenandoah 1 cow, 2 raccoons, 1 skunk;
Southampton 1 cat, 1 fox, 1 raccoon; Suffolk 1 raccoon; Virginia Beach 1 raccoon.
Occupational Illnesses: Asbestosis 155; Carpal Tunnel Syndrome 41; Coal Workers’ Pneumoconiosis 13; De Quervain's Syndrome 1; Lead Poisoning 5; Loss of Hearing

22,

*Data for 1995 are provisional. Other than meningococcal. * Includes primary, secondary, and early latent.
¥Giardiasis and HIV infection have replaced Kawasaki and Reye Syndromes in this table. This change was based on the current number of reports of these diseases and

their public health significance.
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